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ΫȢΪ 'ÏÁÌ 3ÔÁÔÅÍÅÎÔ 
 

The primary goal of the PEPFAR Caribbean Regional Program (CRP) is to support the governments 

of Jamaica and Trinidad and Tobago to achieve ()6 ÅÐÉÄÅÍÉÃ ÃÏÎÔÒÏÌȢ  0%0&!2ȭÓ financial and 

technical assistance will ensure robust national HIV/AIDS intervention s based on international 

best practices and policies, while reinforcing sustainability and country ownership.  The CRP will 

continue to provide regional technical assistance, training opportunities, and support. 

The priority country is Jamaica, where an estimated 32,617 people are living with HIV (PLHIV).  An 

estimated 84 percent of PLHIV in Jamaica know their status, 44 percent are on life-saving 

antiretroviral treatment (ART), and 28 percent have achieved viral suppression.  The current annual 

progress in each of the three pillars will not facilitate epidemic control over the next decade.  For 

the country to reach the UNAIDS 90-90-90 targets, and subsequently 95-95-95, all stakeholders 

ÍÕÓÔ ÉÎÔÅÎÓÉÆÙ ÔÈÅÉÒ ÅÆÆÏÒÔÓȢ  4ÈÉÓ ÉÓ ÏÕÔÌÉÎÅÄ ÉÎ *ÁÍÁÉÃÁȭÓ .ÁÔÉÏÎÁÌ 3trategic Plan (NSP) for HIV for 

2020-2025, which envisages acceleration of the annual national achievement to reach 90-90-90 by 

2025.  For the 2020 Regional Operational Plan (ROP 20), PEPFAR will align its program, including 

targets and strategies, with the NSP, helping to unify the national response, under the leadership 

of the Government of Jamaica.   

 

Trinidad and Tobago has made significant progress toward the 90-90-90 goals.  Of the estimated 

11,897 PLHIV, 74 percent know their status, an estimated 61 percent are on ART, and an estimated 

53 percent of all PLHIV have achieved viral suppression.  PEPFAR will refocus its efforts to support 

ÔÈÅ 4Ǫ4 -ÉÎÉÓÔÒÙ ÏÆ (ÅÁÌÔÈȭÓ ÓÕÒÇÅ ÐÌÁÎ ÔÏ ÁÃÈÉÅÖÅ γΪ-90-90 by the end of 2020 through targeted 

interventions.  In both countries, PEPFAR and partners will aggressively address key barriers across 

the cascade, with the main objectives of:  1) finding the undiagnosed persons; 2) initiating on ART 

those diagnosed but not on treatment; and 3) increasing the number of ART patients achieving viral 

suppression.  International best practices and policies based on WHO recommendations will be 

fast-tracked, to accelerate progress.  Disaggregated epidemiological and program data, combined 

with key survey results, will serve as the driver for targeted interventions.  PEPFAR will continue to 

prioritize quick, evidence-based course adjustments.   

 

Across the region, PEPFAR will enhance client -centered interventions to improve patient linkage, 

recovery, and retention, thereby reducing attrition due to los s-to-follow-up.  PEPFAR will address 

disparities in the uptake of services of HIV-positive men through implementation of male -centered 

approaches.  PEPFAR will advance strategies to improve medication adherence to sustain 

improvements in ART coverage and increase viral suppression.  PEPFAR will prioritize systems 

improvement through local adaptation of best practices and revision of procedures that govern 

prevention, care, and treatment service delivery; supply chain management; laboratory services; 

and data management.  Finally, the introduction of routine, action-oriented community -led 

monitoring will foster a culture of continual improvement based on real client needs. 
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άȢΪ %ÐÉÄÅÍÉÃȟ 2ÅÓÐÏÎÓÅȟ ÁÎÄ 0ÒÏÇÒÁÍ #ÏÎÔÅØÔ 

2.1 Regional  Statistics,  Disease Burden,  and  Epidemic  Profile:   

HI V prevalence in the Caribbean Region is estimated to be 1.2 percent of the adult  population  

(UNAIDS, 2018).  Of the 5.2 million  people in the PEPFAR-supported countries, approximately 

55,400 are HIV positive (Figure 1).  HIV prevalence in the general population was estimated to be 

1.2 percent in Trinidad  and 1.8 percent in Jamaica (2018).  Jamaica has the greatest burden, 

representing 59 percent of PLHIV between the two focus countries.  In 2017, Jamaica was among 

four Caribbean countries where almost 90% of new infections and 87% of deaths related to HIV in 

the Caribbean occurred (UNAIDS 2018).  

 

 

 

 

 

 

 

                                                               

 

 

Figure 1: HIV Prevalence and Burden in Countries Supported by the PEPFAR CRP in ROP20 

At the heart of the epidemic across the region is pervasive stigma and discrimination  (S&D), which 

remains a barrier to accessing prevention, care, and treatment  services for all PLHIV and 

particularly  key populations (KPs) living  with  HIV (KPLHIV).   Other socio-cultural  realities impede 

epidemic control  including  gender inequities, gender-based violence, multiple  concurrent 

partnerships, and intergenerational sex.  Additional  factors that  affect KPs are high cross-border 

mobility  and an inherent  tension between the role of the church in setting social norms and cultural  

attitudes and practices of sexual expression.  In some countries in the region, high levels of poverty, 

unemployment,  and under-employment, especially among youth and women, also impact 

vulnerability  to HIV.   These factors contribute  to the marginalization  of KPs, often driving  them 

ȰÕÎÄÅÒÇÒÏÕÎÄȱ and making it  harder to access HIV interventions and services. 

Numbers of newly infected individuals  per annum are estimated to be 2,400 in Jamaica to less than 

500 in Trinidad  and Tobago (UNAIDS 2018 and 2018 Country Factsheets).   

http://www.avert.org/node/387
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The proportion  of PLHIV diagnosed is estimated to be 84% in Jamaica (Revised 2019 Spectrum 

estimates and 74% in Trinidad  and Tobago (2019 Spectrum estimates) (Figure 2).  Late diagnosis of 

HIV infection  continues to be a problem, as evidence shows approximately 33% of PLHIV receive a 

concurrent HIV and AIDS diagnosis (PAHO and UNAIDS, 2017).  There is additional  need to 

strengthen early linkage to, and retention  in,  treatment.  Despite the fact that  both countries have 

adopted Treat All , Antiretroviral  Treatment (ART) coverage among PLHIV is sub-optimal  with  44% 

percent in Jamaica, and 62% in Trinidad  & Tobago.   Barriers to successful  achievement of 90-90-

90 targets include staffing shortages, weak supply chain and logistics systems, and insufficient  data 

collection systems.  

 

Figure 2: Clinical Cascades and 90-90-90 Coverage Gaps in Jamaica and Trinidad & Tobago 

 

New HIV infections are estimated to have declined by 18% between 2010-2017, and AIDS-related 

deaths have declined by 23% over the same period (UNAIDS 2018).  Sexual intercourse is the 

predominant  mode of transmission in the region.  Men who have sex with  men (MSM) accounted 

for nearly a quarter of new infections in the Caribbean in 2017.  Efforts to reach men and boys, and 

particularly  MSM, are constrained by health services insufficiently  tailored to their  needs, limited  

community -based services, and S&D.  In total, KPs and their  sexual partners represented two-thirds  

of new infections in the region (UNAIDS 2018).  KP-specific data are limited  but suggest lower 

proportions  of MSM and female sex workers (FSWs) receive treatment  and achieve viral 

suppression.  

Data suggest men are disproportionately  affected by the epidemic; higher numbers and proportions  

of men test positive for HIV,  and higher proportions  die.  Testing coverage, early initiation,  and 

treatment  rates are higher among females.   

Strengthened health systems, including  improved laboratory capacity, have contributed  to the 

ability  of governments to offer comprehensive care and treatment  for PLHIV.  Achieving epidemic 

control  in the Caribbean, and particularly  in Jamaica, will  require tailored services to reach 
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underserved populations including  gay, bisexual and other MSM, including  MSM who have sex 

with  women (MSMW).  

The CRP focus countries are not presently on track to achieve the third 90, with viral suppression 

among all PLHIV at 28% in Jamaica and, 53% in Trinidad.  The viral load (VL) testing coverage was 

approximately 81% in Jamaica (MOHW 2019 data), 78% in Trinidad (PEPFAR MER 2019 data).  

Among patients who received a VL test, 79% percent were virally suppressed in Jamaica (MOHW 

2019 data).  Several factors could be responsible for this relatively low level of viral suppression 

including  poor medication adherence and the presence of HIV drug resistance (HIVDR).  Different 

adherence-support models are being tested to better understand and address deficiencies and 

ensure improved clinical outcomes of patients on ART.  Systems-level gaps, including equipment 

failures, reagent stock-outs, and human-resource shortages, also contribute to low VL coverage 

rates.  

 

2.2 Investment Profile (Jamaica)  

As donor resources decline, the Government of Jamaica continues to take on more of the 

financing for the national HIV response.  The Government of Jamaica currently funds the majority 

of the response, with PEPFAR and Global Fund as contributing donors.   

 

Table 1. HIV Response Contributions in Jamaica in 2019 and 2020 

 

2.3 Regional Sustainability Profile Update  

3ÕÓÔÁÉÎÁÂÉÌÉÔÙ ÉÓ Á ÃÒÉÔÉÃÁÌ ÅÌÅÍÅÎÔ ÏÆ 0%0&!2ȭÓ ÁÐÐÒÏÁÃÈ ÔÏ ÒÅÁÃÈÉÎÇ ÁÎÄ ÍÁÉÎÔÁÉÎÉÎÇ ÅÐÉÄÅÍÉÃ 

control, to ensure that the gains made over the past few years are not lost.  To this end, it is vital 

that all stakeholders dedicate time, energy, and resources toward program sustainability.  

In the region, governments continue to play an active role in increasing their investments in the 

health system and for HIV programming in particular, to offset declining donor funding.    In 2019, 

the Government of Jamaica contributed 56% of total funding towards HIV programming.  Jamaica  

and Trinidad and Tobago have completed a sustainability analysis using the PEPFAR Sustainability 

Index Dashboard (SID) tool.  With  a focus on increasing domestic funding for HIV/AIDS programs, 
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health accounts activities were also conducted.  In Jamaica, a National AIDS Spending Assessment 

2015ɀ2017 was conducted in 2018. This analysis is conducted every two years, and it provide s the 

country with data to support decisions that ensure value for money and efficient and effective 

allocation of limited resources.      

Jamaica conducted a review of the Legal and Regulatory Framework for Social 

Contracting.  Discussions on Social Contracting have started with the Ministry of Health in 

Trinidad and Tobago to provide subventions to CSOs to deliver HIV services to KPs. These activities 

are critical as donors transitio n out of the Caribbean region, especially to ensure the sustainability 

of the HIV response for vulnerable and marginalized groups. 

For FY21, the Caribbean Regional Program will provide bilateral support only to  Jamaica and 

Trinidad and Tobago.  There will continue to be resource mobilization for the engagement of CSOs 

in Jamaica as partners, in decision-making, service delivery and service delivery monitoring.  This 

is a critical factor in an effective national HIV response.  Access for KPs and PLHIV to services 

provided by CSOs with funding from the national budget will be a priority for PEPFAR in 

discussions with the Ministry of Health . Utilizing regional pl atforms such as PANCAP, best 

practices in social contracting and government subventions in Trinidad and Tobago must be shared 

and adopted across the region. 

 

 2.4 Stakeholder Engagement  

The Caribbean Regional Program team actively engages external stakeholders, including 

representatives of partner governments, CSOs, and multilateral organizations.  This engagement is 

designed to be ongoing and includes POART briefings, ROP development and implementation, and 

will introduce Community -Led Monitoring in ROP20.  4ÈÅ 0%0&!2 #ÏÏÒÄÉÎÁÔÏÒȭÓ /ÆÆÉÃÅ ɉ0#/Ɋ ÉÓ 

the designated point of contact for ongoing interagency engagement.  The PCO coordinates 

communications and meetings and provides opportunities for civil society and other partners to 

actively engage with the program.  In addition, PEPFAR agencies engage closely with respective 

implementing partners to ensure optimal program results. 

Engagement opportunities include the following: 

1. ROP planning meetings:   Host governments, CSOs, and other partners are invited to 

participate in consultations for the regional program as well as in discussions for each 

ÒÅÓÐÅÃÔÉÖÅ ÃÏÕÎÔÒÙȢ  $ÕÒÉÎÇ ÔÈÅÓÅ ÍÅÅÔÉÎÇÓȟ 0%0&!2ȭÓ ÐÒÏÇÒÁÍÍÉÎÇ ÆÏÃÕÓ ÉÓ ÓÈÁÒÅÄ ÁÎÄ 

recommendations for PEPFAR-supported activities are solicited.  Selected stakeholders 

representing partner governments and NGOs are also included at ROP meetings to 

formulate an inclusive strategy document. 

2. Quarterly POART reporting:   PEPFAR shares quarterly reports with external partners and 

engages them through conference calls or in-person meetings.  Program results, feedback 
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from the Office of the Global AIDS Coordinator (S/GAC), and program updates are 

discussed.  These calls and meetings allow for discussions on best practices and strategies 

to overcome shared challenges. 

3. Technical meetings :  Where appropriate, PEPFAR employs technical working groups to 

engage civil society and other partners in consultations aimed at gathering inputs specific 

to the technical direction and  geographic focus of the overall program, as well as use the 

engagement as a forum for training and knowledge sharing.  

4. Multilateral partner meetings :  PEPFAR advocates for and supports the attendance of 

local partners, including CSO representatives, at higher level meetings whether coordinated 

or funded by multilateral partners or PEPFAR, including UNAIDS, the Global Fund, or the 

Coordinating Country Mechanism.  In the region, PEPFAR liaises closely with multilateral 

partners to ensure an efficient division of responsibilities and agreement on strategic 

priorities.  

5. Regional and other partner meetings:  PEPFAR collaborates with regional partners like 

UNAIDS, the Pan-Caribbean Partnership Against HIV/AIDS (PANCAP) and PAHO in the 

development, implementation, and reporting of the HIV activities and learning programs.   

6. Community -Led Monitoring : The PEPFAR Caribbean Regional program will work with 

the CSOs in Jamaica and Trinidad and Tobago to independently monitor and highlight 

quality of service within  facilities at all service-access points in treatment sites. This will 

provide information on barriers, develop workable solutions, and identify enablers to 

access. The Community Monitoring activity will be offered to qualifying CSOs through the 

Small Grants program. 
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Figure 3:  Trend of New Infections and Deaths among HIV Population in Jamaica 

έȢΪ Situational Analysis and Program Activities for 

Epidemic Control  
 

3.1:  JAMAICA 
 

3.1.1: National statistics, disease burden and country profile   

 

HIV prevalence among the general population in Jamaica is 1.8%.  The epidemic is concentrated in 

certain key populations, namely men who have sex with men, with a prevalence of 29.3 percent; 

and women of trans experience, with a prevalence rate of 51 percent.  HIV prevalence among female 

sex workers (FSW) is similar to the general population prevalence at 2.0 percent.  The incidence to 

mortality ratio is 1.22 (Figure 3). 

 

 

The revised UNAIDS Spectrum estimates indicate a decrease in the PLHIV population to 32,617 

from the prior estimate of 39,000-40,000 for 2018.  At the end of December 2019, 27,335 PLHIV were 

estimated to have been diagnosed; 14,297 were on ART; and 9,283 of those on ART (65%) were 

virally suppressed.  Using the estimate of 32,617 total PLHIV, progress against the 90-90-90 targets 

would become: 84-52-65.   
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Figure 4:  Progress Toward the 90-90-90 Targets in Jamaica 

 
 

  

 

In quantifying the gaps in the cascade based on the estimated 32,617 PLHIV, there are 5,282 PLHIV 

who are undiagnosed and approximately 13,038  PLHIV diagnosed but not on ART.  Of the 14,297 

individuals on ART, 5,014 are not virally suppressed.  Despite the recent revision to the Spectrum 

estimated number of PLHIV, significant gaps in ART coverage and viral suppression exist.  All 

partners will work assiduously to resolve these gaps and to ensure that strategies and resources are 

aligned to serve the populations and groups most in need, with a major rethinking of the overall 

strategy for the national response.  

Decreasing the number of diagnosed but not on ART is a critical first step in improving the full 

clinical cascade.  Closing this ART coverage gap of 13,038 individuals will require a number of 

tailored approaches to find, init iate and retain these PLHIV on ART.  
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Figure 5:  Newly Diagnosed Cases in Jamaica (1982- 2017) 

Source:  MOHW, HIV Epidemiology Report 

 

 

Figure 6: Clinical Stage of Newly Diagnosed PLHIV in 2017 (n= 1,192) 

 

 

 

 

 

A total of 1,192 individuals were diagnosed in 2017 (Figure 6).  Of these, 48% (n=573) were females.  

Sixty percent of cases were classified as early diagnoses, compared to 11 percent advanced cases and 

23% AIDS cases.  Seven percent of new diagnoses were made at death.  Overall, higher proportions 

of males were diagnosed with AIDS compared to females (27% vs 11%).  

 

 

Higher proportions of younger PLHIV were diagnosed earlier.  Seventy-six percent of females under 

40 years old compared to 52% over 40 were classified as HIV cases.   

Though males were diagnosed later than females, a similar age disparity is seen with 62% of males 

under 40 years old being classified as HIV cases at diagnosis, compared to 44% of males over 40 

years old.  These data suggest that approximately half of newly diagnosed individuals aged 40 years 

and older (i.e. 48% of females and 56% of males) were unlikely to have been infected recently. 
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Of the 568 new diagnoses among women, 25% were among young adults 15-24 years, 35% among 

women 25-39 years, and 40% among women over 40 years.  With the majority of new diagnoses 

occurring in older age groups, further exploration of sexual networks and behavior is needed.  Of 

these women, 39% were from Kingston and St. Andrew, 16% St. Catherine, and 12% from St. James, 

followed by other geographic locations. 

Understanding the Sexual Networks  

Case-finding  strategies must take into account the contextual factors of each sexual network.  Going 

forward, in order to find the undiagnosed, strategies will be tailored for each subgroup, uncovering 

the contributing factors to the epidemic.  An important factor to ÎÏÔÅ ÉÓ ȰÎÏÎ-ÄÉÓÃÌÏÓÕÒÅȱ ÏÆ ÒÉÓË 

behaviors amongst target populations.  In 2017, 26% of newly diagnosed males did not state their 

sexual practices.  This highlights the need for innovative strategies to be employed to reach 

individuals  at high risk of infection who are unwilling to disclose their sexual practices.  

The 2018ȟ Ȱβαΰ 3ÔÕÄ1Ùȱ ɀ An Integrated Biological and behavioral survey (IBBS) which reached 537 

MSM and 102 persons of transexperience ( The 876 Study) highlighted an increasing HIV prevalence 

amongst MSM by age group, with 10.7 percent prevalence amongst the 16-19 age group (n=103) and 

23.4 percent prevalence for MSM aged 20-24 years (n=192).  HIV prevalence ranges from 41 - 49% 

for MSM over 25 years old (Figure 7); (combined n=102).  This emphasizes the need for strategies 

to be focused on diagnosing adolescents and implementation of HIV Prevention Strategies.      

 

 

 

 

 

 

 

 

 

From surveillane data, forty -nine percent of MSM newly diagnosed in 2017 were in the 15-24 age 

group.  A key factor is also knowing where to target geographically; 49 percent of newly diagnosed 

cases for disclosed MSM were located in Kingston and St. Andrew, followed by 22% in St. Catherine 

 
1 The 876 Study:  Integrated Biological and Behavioral Surveillance Survey with Population Size Estimation 
Among Men who have Sex with Men and Transgender Persons in Jamaica (2018) 

Figure 7: HIV Prevalence Amongst MSM in Jamaica 2018 (Source 876 Study) 
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(Source: MOHW Epi Report, 2017).  This will better inform not only the age groups to target for 

MSM but also the key locations of strategies for highest impact.   

Findings from the 2018 876 study2 also revealed that 38% of MSM (n=537) reported at least one 

female partner in the 12 months preceding the survey.  The HIV prevalence amongst this subgroup 

of MSMW (n=205) is 19%.  MSMW had an average of 4.5 female partners and five male partners in 

the previous 12 months.  Among MSMW, the vast majority resided in St. Andrew (28.3%) and St. 

James (22.9%), St. Catherine (13.7%), Westmoreland (9.8%), St. Ann (8.8%) followed by other 

parishes.  This mirrors the parishes of key focus for PEPFAR prevention interventions, which 

indicates that resources are being channeled to the areas of highest need. 

Exploring age groups, 51.7% of MSMW (n=205) were between the ages of 18 and 24 years, 41.5% 

were over the age of 25 and 6.8% under the age of 18 years.  This highlights the need for youth-

focused interventions and ensuring that these groups are targeted early to prevent transmission.  

Other demographic characteristics explored included the proportion of MSMW who were 

married.  Findings from the study revealed that 25.5% of MSMW were in a committed relationship 

with a man (as if married), and 18% were in committed relationships/married to women.  This 

shows the possibility of HIV transmission across groups.  Finally, there was inconsistent condom 

use among MSMW.  At last sex with a female partner, 39% of MSMW stated they had used a 

condom, while 71% used a condom at the last anal sex act.  This inconsistent condom use highlights 

an area of transmission potential across sexual networks. 

The data points described give us more insight into the key features of the demographic, where 

they may be located, the age ranges of key focus (with an emphasis on youth), and also the dynamics 

of sexual networks and relationships.  These factors must be taken into account in designing testing 

approaches for reaching partners of MSM.  High HIV prevalence among MSM coupled with 

inconsistent condom use, impact transmission dynamics for both male and female partners of 

MSM.  Examining the data with this finer lens helps to determine that strategies to reach MSM 

must incorporate approaches to find the subgroup MSM/W and by extension, the women who may 

be their sexual partners.   

Further exploration of the dynamics of sexual networks in Jamaica will help garner a deeper 

understanding of the nuances of transmission and will inform the strategic planning necessary for 

epidemic control.  

 

3.1.2: Strategies to Address the Gaps  

 

The following diagram (Figure 8) presents an overview of the gaps across the clinical cascade, as 

well as key strategies to overcome them. 

 
2 The 876 Study:  Integrated Biological and Behavioral Surveillance Survey with Population Size Estimation 
Among Men who have Sex with Men and Transgender Persons in Jamaica (2018) 
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Figure 8: Summary of the Gaps and Solutions across the Clinical Cascade 

 

 
 

 

 

Beginning in FY17, donor investment in Jamaica focused on finding HIV-positive key populations 

(KPs) and diagnosing PLHIV earlier, increasing treatment coverage, and improving the rate of viral 

suppression among those on treatment.  Although the country has made progress toward the 

UNAIDS 90-90-90 targets, the gaps in the estimated clinical cascade (84-44-285) warrant a drastic 

shift in national programming.  A recent review of disaggregated data illustrates the need to better 

align resources and services to improve health outcomes along the clinical cascade.  

To close the remaining gap in the 1st 90, case-finding strategies are aligned with international best 

practices.  Index case testing and partner notification services (ICT/PNS) coupled with robust 

monitoring and evaluation are implemented in both community -based and facility settings 

nationwide.  ICT/PNS will be expanded in STI clinics for both newly diagnosed cases, LTFU patients 

returning to treatment, and the unsuppressed. Index case testing will be upgraded and reviewed to 

ensure that it is aligning with safety standards including ensuring adequate screening and plan for 

intimate partner violence.  Social media is employed to create demand for HIV testing among MSM, 

MSMW, and youth.  Strategies tailored to women 40 years and older will continue to be  

implemented.  Case finding will be expanded among MSMs, high risk men as well as among sexually 

active youth.  Recency testing will be added to the national testing policy guidelines to detect, 

characterize, monitor, and intervene on recent infections.  The introduction of PrEP as a bio-

medical option to prevent new infections will be implemented in facility and community -based 

settings for serodiscordant couples and negative patients at high risk of becoming HIV infected. 

This activity will be supported by Global Fund and domestic resources (non-PEPFAR funds).    
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Policy and program changes to improve performance along the 2nd 90, apart from the recent  roll 

out of Tenofovir/lamivudine/dolutegravir  (TLD), include multi -month dispensing, implementation 

of differentiated service delivery models, and the use of U=U campaigns and messaging to increase 

demand for treatment.  A new Entry to Care campaign and the onboarding of patients in care in 

the private sector, will be used to find  and quantify those diagnosed but not on treatment.  

Employing lessons from the 2019 national return-to-care campaign, interventions will improve 

coordination between surveillance and case finding; strengthen data quality and use; expand clinic 

hours, and expand the cadres involved in linkage to care and linkage to private sites that are part 

of an expanded PEPFAR-supported Private Sector Network.  The Private Sector Network is a client-

centered option that offers differentiated care, also aimed at addressing retention challenges and 

facilitating viral suppression.  This aligns ×ÉÔÈ ÔÈÅ ÍÕÌÔÉÓÅÃÔÏÒÁÌ ÓÔÒÁÔÅÇÙ ÃÁÌÌÅÄ ÆÏÒ ÉÎ *ÁÍÁÉÃÁȭÓ ()6 

National Strategic Plan.  The Ryan White HIV/AIDS Program Model, with robust assessment of 

client needs coupled with individualized services to mitigate barriers to retention and viral 

suppression, will be expanded.  Clinical skills will be bolstered via clinical mentoring and exchange, 

utilizing the expertise of United States-based Ryan White providers serving HIV patients from the 

Caribbean diaspora.  Increased effort will be taken to link PLHIV to NGO spaces such as Jamaica 

AIDS Support for Life (JASL), taking advantage of available capacity and a client-centered suite of 

services that offer differentiated care.  

Expansion of viral load testing capacity will help in achieving progress toward the 3rd 90.  Pharmacy 

data will be linked with TSIS 2.0 to measure on-time pick up of medications by clients and to track 

multi -month dispensing by pharmacies.  This will increase the ability to monitor patients defaulting 

or those at high risk of defaulting.  The rapid pathway model will be expanded to expedite clinic 

visits.  Expanded multi-month dispensing will ease the burden on clients, helping them to achieve 

and maintain viral suppression.  Proactive review of unsuppressed cases and implementation of 

plans to achieve suppression at all facilities will be instituted to address the unusually low 

suppression rates among those on ART. 

Building on this context and the known gaps across the cascade, PEPFAR will support the continued 

expansion of the HIV Private Sector Network.  This Network has begun to quantify PLHIV 

ÃÏÎÓÉÄÅÒÅÄ ȬÎÅÖÅÒ ÌÉÎËÅÄȭ ÐÒÉÏÒ ÔÏ ÉÎÃÌÕÓÉÏÎ ÏÆ ()6 ÔÒÅÁÔÍÅÎÔ ÄÁÔÁ for private patients in the 

-ÉÎÉÓÔÒÙ ÏÆ (ÅÁÌÔÈ ÁÎÄ 7ÅÌÌÎÅÓÓȭÓ ÔÒÅÁÔÍÅÎÔ ÄÁÔÁÂÁÓÅ -TSIS. They will also support the 

optimization and standardization of HIV care and treatment between the public and private 

settings, help to decongest public clinics and offer a stigma-free setting that is tailored for MSM, 

MSM/W, and their partners.    The HIV Private Sector Coordinating Unit will coordinate across 

private providers, pharmacies, and laboratories to ensure comprehensive and quality private sector 

services are available. 
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A.) JAMAICA:  FINDING THE UNDIAGNOSED  

 
Understanding the Target Population and the Gaps  

In order to reach the 90-90-90 targets, an additional 2,020 individuals must be diagnosed in 

Jamaica.  A full review of data on those undiagnosed has been delayed due to ongoing data gaps.  

Available surveillance data were reviewed to identify the most frequently reported risk factors of 

patients newly diagnosed with  HIV infection in order to refine case finding strategies; these include 

history of an STI infection, multiple sexual partners, self-reports of sex with another man or 

engagement in sex work.   These data have also been used to focus primary prevention efforts 

amongst subpopulations at highest risk of infection. 

Understanding Risk Factors and De terminants of HIV Infection in Jamaica  

The most commonly reported risk factor amongst newly diagnosed cases (1982- 2017) is a prior 

sexually transmitted infection.  Almost half of jk  newly diagnosed women reported a prior STI 

infection, compared to 16% of males (Table 2).  The gender difference in this risk factor could be 

influenced by differences in uptake of health services by men, who are less likely to seek treatment.  

Enhanced partner services for STI clinic attendees could offer a platform to diagnose unknown 

infection and penetrate networks of men of unknown risk.  

As previously described, 2017 surveillance data indicate that higher proportions of PLHIV over 40 

years old are diagnosed at later stages than their younger counterparts.  A combined 48% of females 

and 56% of males aged 40 years and older were diagnosed with clinical stages of advanced HIV, 

AIDS, or AIDS at death in 2017.  Strategies must therefore be targeted to use methods to find PLHIV 

earlier to prevent adverse clinical outcomes and interrupt transmission networks.  

 

 

Table 2. Sexual Practices/Risks Reported by PLHIV Newly Diagnosed in 2017 and Cumulative 

Cases 1982-2017 (Excerpt Jamaica MOHW HIV/STI Epi Update) 
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Multiple sexual partnerships were reported for 23% of females and 18% of males newly diagnosed 

in 2017, therefore these partners are at high risk of infection.  Given the late stage of diagnosis for 

high proportions of PLHIV, partner elicitation strategies  must be implemented to consider both 

recent and past partners.  Strategies must also be implemented to use innovative methods that 

allow for improved uptake of services by partners of diagnosed PLHIV.   

Fifty-four percent of newly diagnosed males identified as heterosexual.  Thirty-seven percent of 

newly diagnosed males were MSM, 18% reported having multiple sexual partners and 16% reported 

sexual intercourse with a commercial sex worker (CSW) (Table 2).  The vast majority of newly 

diagnosed females (98%) identified as heterosexual with 10% of all cases indicating that they were 

sex workers.  Testing strategies that reach male clients of female sex workers (and partners of these 

male clients) could offer a platform to find more undiagnosed males and females. 

Case-Finding  Approach  

3ÉÎÃÅ &9Ϋαȟ 0%0&!2ȭÓ ÓÕÐÐÏÒÔ ÆÏÒ ÃÁÓÅ ÆÉÎÄÉÎÇ ÈÁÓ ÂÅÅÎ ÌÉÍÉÔÅÄ ÔÏ ÃÏÍÍÕÎÉÔÙ-based testing for key 

populations.  Testing yields were highest amongst MSM (Figure 9), whereas yields amongst FSW 

were below two percent (data not shown)Ȣ   )Î ÔÈÅ ÓÅÃÏÎÄ ÈÁÌÆ ÏÆ &9Ϋγȟ 0%0&!2ȭÓ ÓÕÐÐÏÒÔ has 

expanded to include index testing in community and facility settings (regardless of KP status) as a 

key strategy for improving case finding.   

 

HIV testing yields vary by parish with over 6% of STI clinic attendees testing positive for HIV in 

Kingston and St. Andrew (KSA) in 2017, compared with rates below 2% in St. Ann (Figure 10).  

Existing facility -based testing in STI clinics will be strengthened and expanded to ensure robust 

partner notification services/index testing for newly diagnosed cases.  

 

Figure 9: HIV Testing Trends and Yield amongst MSM in PEPFAR-Supported Programs in Jamaica 
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Case-finding interventions will target sub -populations at high risk of HIV infection including MSM 

and partners of diagnosed PLHIV.  Efficient testing strategies that include proven approaches will 

be implemented. These include testing of social and sexual networks of people diagnosed with HIV 

infection and will optimize the right mix of facility based testing, targeted community testing, and 

self-testing.  

Priorities will include  the continued  use of risk screening tools, targeted index testing, and       self-

testing.  Social-networking strategies and demand-creation activities will continue to be employed 

to help expand HIV testing services.  Variations in socioeconomic and demographic characteristics 

will be taken into consideration to adapt information and materials to different age groups and 

populations.  Partners will implement both facility -based testing and community-based testing 

approaches. Strategies will ÉÎÔÅÇÒÁÔÅ ÔÁÉÌÏÒÅÄ ÍÅÎȭÓ ÈÅÁÌÔÈ ÓÅÒÖÉÃÅÓ ÔÏ ÒÅÁÃÈ ÁÎÄ ÄÉÁÇÎÏÓÅ ()6-

positive men and women over forty.  These approaches are intended to improve case finding 

amongst women and men (regardless of sexual identity), with the latter estimated to account for 

over 70% of the undiagnosed.  

Tailored Strategies and Approaches by Sub -Population  

i. Reaching MSM and MSMW  

 

Effective control of the epidemic must address issues of stigma and discrimination.  

Psychologists and contact investigators  continue to provide tailored counseling to index clients 

who emphasize enabling messages across these areas in order to elicit sexual contacts for testing 

and treatment initiation.  Findings from the MSM IBBS reveal that 53% of these men identified 

as heterosexual or bisexual.  This suggests a need for nuanced communication with male clients, 

as providers need to educate men and their partners on the benefits of testing.   

 

Figure 10:  Parish-Level HIV Testing Yield among STI Clinic Attendees  

 

Y
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Case-finding strategies for MSM will  continue to  cater to males of different age groups in urban 

and rural areas.  These strategies will be aimed at men, regardless of their sexual identity, and  

assumes that some of them will have sex with both men and women and should also address 

preventing transmission to both their male and female partners.  CARIMIS (2014) reported that 

within a month, 84% of gay and bisexual men 18 years and older in the Caribbean visited 

websites, including dating sites, for the purposes of dating and socializing.  This establishes the 

internet as a primary medium for MSM engaging with partners, rather than physical spaces.  In 

Jamaica, independent of place of residence, 76% of men from the IBBS reported meeting sexual 

ÐÁÒÔÎÅÒÓ ÏÎÌÉÎÅ ÔÈÒÏÕÇÈ ÓÏÃÉÁÌ ÍÅÄÉÁ ÓÉÔÅÓ ɉÅȢÇȢȟ &ÁÃÅÂÏÏËȟ 'ÒÉÎÄÅÒȟ ÁÎÄ *ÁÍÁÉÃÁȭÓ 

Vibesconnect). 

 

Case-finding initiatives  will continue to  adapt face-to-face outreach to online and social media 

(Figure 11).  The intervention is specifically designed to target young MSM, bisexual men, and 

-3- ×ÈÏ ÄÏ ÎÏÔ ÓÅÌÆ ÉÄÅÎÔÉÆÙ ÁÓ ȰÇÁÙȟȱ ÁÓ ×ÅÌÌ ÁÓ ÔÈÏÓÅ ×ÈÏ ×ÅÒÅ ÎÏÔ ÂÅÉÎÇ ÓÅÒÖÅÄ ÂÙ ÏÔÈÅÒ 

traditional outreach activities.  Further, developing on the findings from the ICT National 

Assessment 2017 in Jamaica, partners will expand the high-impact online outreach intervention 

to reach high-risk MSM through the most trafficked websites and refer them for appropriate 

testing services.  NGOs, who dominate the community space, will continue to use ICT platforms 

in their case finding efforts, with modifications to enhance linkage & retention as well. The 

Private Sector Network is also pivoted for using the ICT platform to engage newly diagnosed 

PLHIV. With the possibility of establishing relationships with private labs, referred clients will 

be tracked through the cascade, via testing and linkages for PLHIV, with an expectation of high 

yields and successful treatment initiation from this targeted strategy for hard-to-reach MSM.  

Social media networking has the ability to reach men of all ages, with access to internet in 

Jamaica estimated at 56% and mobile phone usage rates consistently rising, with subscriptions 

ÅØÃÅÅÄÉÎÇ ÔÈÅ ÃÏÕÎÔÒÙȭÓ άȢα ÍÉÌÌÉÏÎ ÐÏÐÕÌÁÔÉÏÎȢ       
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ii.  Tailoring case -finding approaches for younger men  

In Jamaica, among young men ages 15-24, the average age of sexual debut is 15 (KAPB, 

2017).  Transactional sex is reported among 54% of boys ages 15-19 years (National HIV/STI 

Programme, 2012).  A core set of interventions will continue to reach younger segments of the 

population who do not know their status, including:  HIV self -testing (HIVST), index testing, 

ÏÎÌÉÎÅ ÏÕÔÒÅÁÃÈȟ ÐÁÒÔÎÅÒ ÎÏÔÉÆÉÃÁÔÉÏÎȟ ÁÎÄ ÍÅÎȭÓ ÈÅÁÌÔÈ ÓÅÒÖÉÃÅÓ ÔÈÁÔ ÉÎÃÌÕÄÅ ÁÎ ÁÄÏÌÅÓÃÅÎÔ-

friendly component.  

As part of the suite of interventions to find more people living with HIV (and link those who 

test negative to HIV prevention services), self-testing plays an important role for individuals 

under 30 who opt not to go to a health facility and those who may not return after a first 

encounter.  This intervention is accompanied with information on referral services including  

counseling through peer supporters and community support networks for young men. 

iii.  Tailoring case -finding approaches for women  

 

Almost half of newly diagnosed females in 2017 reported the history of an STI at diagnosis.  

Additionally, 23% of cases in 2017 reported multiple sexual partners.  The vast majority (98%) 

of newly diagnosed women identify as heterosexual.  A higher than usual number (52%) of 

women 40 years and older are being diagnosed with early-stage infections.  The remaining 48% 

of newly-diagnosed cases are women presenting with late-stage HIV or AIDS.  Strategies to 

reach undiagnosed women therefore considers that this subpopulation includes: 

 

Figure 11:  Reaching MSM and MSMW 
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1) Female partners of diagnosed HIV positive (heterosexual and bisexual) males; 

2) Women of childbearing age who do not access/use family planning services3; and  

3) Finding undiagnosed women whose family planning options are limited (e.g. aged 40 years 

and older)4. 

HIV self testing, index testing, and partner notification are critical approaches that have the 

potential to identify women who are undiagnosed.  These approaches can be applied to the 

respective subgroups based on their needs and access to services to increase more timely case 

detection. 

Strategy 1:  Finding Undiagnosed Female Partners of Known HIV Positive Males  

Partner services will be offered to all males, to reach the female partners of both heterosexual 

and bisexual males. There are 6,378 HIV positive men accessing HIV treatment services in 

Jamaica (MOHW, 2019).  Of these, 4,108 are known to be suppressed; 1,005 patients have viral 

loads exceeding 1000 copies/ml.  Implementation of partner services for all male patients 

(prioritizing those who are unsuppressed) will identify female partners and serve as a platform 

to diagnose new cases amongst women.   

Female partners of newly diagnosed heterosexual males at early stages of HIV infection may be 

more recently infected. Timely implementation of index  and recency testing amongst the 

subgroup of males may identify more recent infections.  Index testing amongst diagnosed men 

and newly diagnosed MSMW, who are in committed relationships/married to women , are likely 

to contribute to case finding among women.  

Strategy 2:  Finding Undiagnosed Females of Reproductive Age 5 

ANC clinic-based strategies will continue to  reach the subpopulation of women of reproductive 

age who are pregnant and access services.  Expanded strategies are needed to ensure uptake of 

services by women at high risk of infection who are not currently accessing family planning or 

other gynecological services. 

Based on the results of the HIV test, women would be referred to locations for comprehensive 

STI/HIV testing or partner locations to access HIV self-testing.  The designated locations will 

include a combination of public and NGO sites with integrated testing and treatment services.  

With this integration, the approach will ensure that all diagnosed cases can begin treatment at 

the time of diagnosis.    

Strategy 3:  Finding Undiagnosed Women Aged 40 Years and Older 6 

 
3 This is not a target population for PEPFAR support; strategies to find this sub-population are not PEPFAR-supported. 
4 This is not a target population for PEPFAR support; strategies to find this sub-population are not PEPFAR-supported. 
5 This is not a target population for PEPFAR support; strategies to find this sub-population are not PEPFAR-supported. 
6 This is not a target population for PEPFAR support; strategies to find this sub-population are not PEPFAR-supported. 
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Forty-eight percent of women aged 40 and older were diagnosed at later stages in 2017.  This 

suggests that a similar proportion may have been infected for a while (e.g. possibly 5 -10 years 

prior).  Strategies to reach women of reproductive age who are not accessing services (as 

summarized in Strategy 2) could lead to earlier diagnosis amongst this subgroup.  

Strategies to reach undiagnosed peri-menopausal and menopausal women will continue to  

include HIV testing at service delivery points beyond annual sexual health checks.  Health 

promotion within geographic hotspots (informed by surveillance data) is used to support 

combination prevention and HIV/STI testing services for women over 40. 

As with strategy 1 above, index testing amongst diagnosed men and newly diagnosed MSMW, 

who are in committed relationships/married to women , are likely to contribute to case finding 

among women.  

Preventing Infection Amongst Women  

As a complement to case finding activities, primary prevention efforts for women should focus 

on strategies that include negotiating for safer sex and emphasizing the importance of condom 

use.  Biomedical strategies such as PrEP (supported by Global Fund, as noted above) will  be 

considered for females at higher risk of seroconversion based on their clinical history (e.g. 

repeat STIs, number of sexual partners, and reported condom use).   

 

All new female STI clinics attendees will continue to be screened to ascertain risk behaviors and 

offer risk reduction counselling.  Furthermore, HIV testing and counseling will continue to be 

offered as part of a standard package for STI management for all women, including those who 

are pregnant or considering pregnancy. 

 
Testing Modalities:  Finding the Undiagnosed and Rapidly Initiating Them on Treatment  

 
i. Index Case Testing and Partner Notification Services (ICT/PNS) :  Index testing, when 

implemented with fidelity, is an efficient approach for case finding for all subgroups that remain 

undiagnosed  As such, in public, private, and  community settings, index testing continues to 

be the priority strategy for case finding.   

 

The program will apply clinical and sexual network data to focus index testing efforts to reach 

the targeted subgroups.  All newly diagnosed and previously diagnosed PLHIV  serve as index 

cases. Amongst known PLHIV, the program will continue to focus on ART patients who are not 

virally suppressed, patients recently returning to care (RTC) and newly diagnosed cases.  

Strategies take into consideration the potential network of index cases and the reach within the 

subpopulations of undiagnosed PLHIV.  For example, HIV positive males of unknown or 

undisclosed risk (Table 3, index case #1), include those who are currently on ART with 

unsuppressed viral loads, the dominant network of these males may be heterosexual females. 

Furthermore, since the risk amongst this group is unknown, there is a possibility that index 
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testing will lead to diagnosis of MSM.  The potential reach of these efforts is summarized below.  

The results from implementation of index testing (all sources) at PEPFAR-supported facilities 

is summarized in Figure 12. 

 

 

 

 

 
 

Table 3:  Index Cases, Probable Network, and Reach within Undiagnosed Group 
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Figure 12: Index Testing Cascade for PEPFAR Supported Sites in Jamaica (FY20 Q1) 

 

ICT/PNS is a part of the Contact Investigator (CI) Program.  The following are improvements to the 

#)ȭÓ ÐÒÏÇÒÁÍȡ  

 Increasing the national cadre of CIs. 

 Capacity building of non-CI healthcare workers, including peer navigators, to provide or 

support ICT/PNS.   

 Development of comprehensive ICT and Information, Education, and Communication (IEC) 

content to support index testing.  

 Development and implementation of a robust monitoring and evaluation framework for 

index testing in all sites.   

 Tracking and reporting of Intimate Partner Violence. 

 

Figure 13 outlines the ICT/PNS strategies at facility , community, and above-site levels in order to reach 

MSMW. 
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ii.   Online Outreach :  The supported use of ICT for online outreach will aim to improve reach to 

hidden MSM and high risk men.    

 Additional outreach workers will continue to be trained in online outreach and best 

practices (by the TOTs).  Supervisor capacity to monitor online outreach for quality 

assurance and control will continue to be strengthened.  

 Documentation of client contact conversion to tests is ongoing, as evidenced by the 

number of HIV tests done that are initiated and/or aided by these online outreach 

efforts. 

 Interactive websites designed for: 

o KPs to conduct self-guided risk assessments online  

o Booking HIV testing appointments      

o Finding information related to treatment and other services.       

iii. Social Networking : This remains an effective, feasible and recommended approach in the 

Community Setting for Key populations such as MSM. Outreach workers who are peers (Peer 

Educators/Peer Navigators) will continue to engage social contacts of KPs. This is an ideal 

approach to address the confidentiality issues that are paramount to members of KPs retaining 

their anonymity to ensure safety and decrease possible IPV as well as S&D. It is also poised for 

integration with new technologies through ICT and distribution of HIV se lf -test kits.       

iv. Self-Testing :  Self-testing  helps empower individuals and enhances the comprehensive package 

of prevention efforts. 

Figure 13:  Index Testing among MSM/W 
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 Provide self-testing for at-risk populations, including men who have sex with men and 

men who have sex with men and women at designated sites to include NGOs. 

 Disseminate IEC materials with critical information regarding benefits of self-testing 

through targeted interventions and social media. 

 Disseminate information packets for client co ntact support to increase referrals of at-

risk populations and partners for self-testing.  

 Conduct continuous rapid mystery shopping exercises to identify pharmacies and shops 

that stock and sell self-test kits. 

 Use results to develop and deliver training to pharmacies and other providers on self-

test protocols, referral forms for self-testing. 

 

Employing PrEP to Keep High -Risk Individuals Negative 7 
 
The use of Pre-exposure Prophylaxis (PrEP) helps strengthen the clinical package of HIV prevention 

services for MSM and MSMW, their partners, and other individuals at high risk of contracting HIV:      

 
 Mainstream PreP into HIV risk-reduction counseling and behavioral interventions.  

 Disseminate educational materials about how to use PrEP in conjunction with other 

HIV and care services to help demand for PrEP. 

 Provide PrEP for serodiscordant couples. 

 Monitor  PrEP service delivery sites, including NGOs, and train clinical staff. 

 Strengthen referral system to drive demand for PrEP at designated sites. 

Outcomes and Impact  

The aforementioned strategies, when implemented to scale, will support the government with 

reaching the 90-90-90 targets of diagnosing an additional 12,847 PLHIV.  The expected results 

include a shift in the national numbers with index testing accounting for a high proportion of newly 

diagnosed cases.  Specifically, expected results will include: 

 An increase in the proportion of positives diagnosed to 50 percent from index testing  

 Increased yield from online outreach, with immediate initiation on treatment.  

 Expanded uptake of self-testing. 

 

 

B.) JAMAICA:  INITIATING/RE -INITIATING ON TREATMENT THE DIAGNOSED BUT NOT 

ON ART  

 

Understanding the Target Population and the Gaps  

 
7 This is not a PEPFAR-supported intervention. PrEP in Jamaica is supported by Global Fund and domestic resources. 
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Figure 14:  National ART Coverage and PEPFAR Trend for Individuals Currently on 
Treatment in Jamaica 

 

A major programmatic gap in reaching 90-90-90 is that over 13,000 PLHIV who were previously 

diagnosed are not presently on ART.  As of December 2019, 13,038 patients were diagnosed but not 

on ART. The total number of patients on ART accounts for 48% of the 27,335 people who have been 

diagnosed, and 40% of the estimated 32,617 people living with HIV.  The figure below shows the 

national ART coverage trend, as well as PEPFAR-supported treatment coverage (Figure 14). 

 

 

 

Of the 13,038 people who are diagnosed but not on ART, 8,554 (66%) are never linked, 4,119 (32%) 

are lost to follow up, and 365 (4%) are linked but not on ART (Figure 15). 
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Figure 15- Gaps in Treatment Initiation & Retention (2019) 

 

Achieving the second 90 will require a multi-pronged approach to reach these three sub-

poÐÕÌÁÔÉÏÎÓ ×ÈÏ ÈÁÖÅ ȰÆÁÌÌÅÎ ÏÕÔȱ ÁÔ ÄÉÆÆÅÒÅÎÔ ÓÔÁÇÅÓ ÏÆ ÔÈÅ ÐÒÅÖÅÎÔÉÏÎȟ ÃÁÒÅȟ ÁÎÄ ÔÒÅÁÔÍÅÎÔ 

continuum (Figure 16).   

One third of the estimated 32,617 PLHIV in Jamaica are currently on treatment.  Males account for 

60 percent of estimated PLHIV but only 45 percent of ART patients.  Consequently, the ART 

coverage gap is greater amongst males, with gender disparities consistent across all age groups 

(Figure 17).  Tailored strategies are needed to increase the number of males newly initiated and 

retained on ART.   

 

Figure 16: Subgroups of PLHIV Diagnosed but not on ART, Jamaica (2019) 
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Figure 17:  Jamaica HIV Population Pyramid, 2019  

 
 
 
Tailored Strategies and Approaches by Sub -Population  
 
i. Never linked (n=8,554) :  Of the 13,038 people who are diagnosed but not on ART, 8,554 (66%) 

are never linked and the transmission rate among this category of patients is estimated at 6.6 

per 100 person-years8.  Therefore, ART initiation plays a crucial role in improving the health of 

the individual as well as reducing and preventing HIV transmission.  For those who were 

diagnosed and never linked, the first point at which they may be lost is upon referral to a public 

clinic for a confirmatory test and treatment (Figure 18).  Appointments at public facilities can 

be delayed but appointment scheduling and unconventional hours of service are helping to 

address this issue and will be expanded.  There have been cases where a client may be lost even 

before a confirmatory test is done, as confirmatory tests are not done in outreach settings.  

Another issue impacting linkage relates to ongoing stigma and discrimination.  Some clients 

are fearful of disclosing their HIV status, particularly among healthcare workers who may know 

them or live in their community.  

 

 

 
8 Z, Purcell DW, Sansom SL, Hayes D, Hall HI. Vital Signs: HIV Transmission Along the Continuum of Care 
ɂ United States, 2016. MMWR Morb Mortal Wkly Rep 2019;68:267ɀ272. DOI: 
http://dx.doi.org/10.15585/mmwr.mm6811e1External. 
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Figure 18: Reasons For Loss Between Diagnosis and Linkage 
 

 

 

 

To increase the number of PLHIV in this category enrolled on ART, the following targeted 

interventions  will be implemented:  

 

a. Establish Tracing Process and Launch Entry-to-Care Campaign:  A campaign, including 

with public messaging via the media, will be launched.  The campaign will center on Treat 

All and U=U messaging to encourage those diagnosed to seek care. Findings from the 

Return to Care campaign survey informed the following targeted interventions to reach 

these patients and enroll them on ART:   

 

¶ Systematic monitoring, including the integration of multiple data sources, 

including surveillance data, program data, and medical clinic records. 

¶ Routine use of simplified tools to measure and monitor rates of retention in care.  

Review of retention measures (visit adherence, gaps in care, and visits per 

interval of time) and data sources (surveillance, medical records, and 

administrative databases), in accordance with national standards of care.  

¶ Intensive outreach and return to care campaign for individuals not engaged in 

medical care.  

¶ Use of peer patient navigators for ART initiation and retention in care.  Training 

of additional patient navigators. 

 
b. %ÓÔÁÂÌÉÓÈ -ÅÎȭÓ (ÅÁÌÔÈ 3ÅÒÖÉÃÅÓ:  In most settings, multiple factors and barriers prevent 

or delay men, including MSM and MSMW, from engaging in HIV services, resulting in 

worse health outcomes than women.  Providing male-friendly comprehensive clinical 

services will help increase access to HIV testing and treatment initiation, regardless of 

identity/disclosure as MSM or MSMW.   

The goal is to provide comprehensive men-friendly health services for MSM and 

MSMW, marketed through a social network strategy (as employed in the 2018 IBBS), to: 
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reach theses sub-populations, increase uptake of HIV services; increase their access to 

health care; improve their clinical outcomes; reduce risk-taking behaviors; and 

understand the long-range implications of their health behaviors. 

At both the facility and community levels, when possible, dedicated clinical spaces for 

male clients, including a full range of clinical, mental health, and supportive services 

will be offered at more convenient hours (morning, evening, and weekend).  

Appointment scheduling will reduce waiting times and improve client satisfaction.  

The service package will include9: 

¶ HTS;  

¶ HIV prevention, care, and treatment; 

¶ Condom distribution and counseling for HIV prevention;  

¶ PrEP and PEP; 

¶ Index testing and partner services;  

¶ STI Screening and treatment including urinalysis;  

¶ General health assessment, including blood pressure, blood sugar checks, 

cholesterol checks, and weight management; and 

¶ Comprehensive reproductive exam; testicular exam. 

 

c. Implement "Undetectable = Untransmittable" (U=U) :  A substantial body of scientific 
evidence shows that sustained viral suppression prevents HIV transmission.  The broad 
implications of U=U are to improve the health outcomes and self-esteem of individuals; 
reduce the stigma associated with HIV; and help control the HIV pandemic.  Therefore 
the program will:  
 

¶ With leadership from th e JN+ NGO, launch U=U training/messaging to inform 

patients and providers about the benefits of treatment as prevention and PrEP.  

¶ Promote the impact of U=U to decrease high levels of HIV-related stigma toward 

PLHIV including self ɀstigma, resulting in increased ART (re)initiation.  

¶ Promote ART adherence for achieving and maintaining undetectable viral load 

through U=U messaging to HIV providers and patients, including by providing real-

time viral load results to patients.  

 
d. Scale Up Peer Navigation:  Evidence has shown that peer navigation improves ART 

uptake and retention, as well as decreases loss-to-follow-up (LTFU), by providing 
support both within and outside the clinical facility.  Peer navigation will be scaled up. 
 

 
9 For some of these services, PEPFAR does not support the commodities. However, PEPFAR-supported staff help to 

deliver the services. 
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¶ Strengthen enhanced peer navigation approaches, particularly KP-focused 

strategies (with additional emphasis on LTFU).  

¶ Update the peer navigator models and the national treatment guidelines to account 

for any contextual changes that result from returning a large number of PLHIV to 

care. 

 
e. Accelerate Quality Improvement (QI) :  Strengthening of the continuous quality 

improvement (CQI) strategy will help to rapidly and effectively respond to the changing 

contexts that result from bringing a substantial number of PLHIV back to care and 

maintaining them on ART.  Based on analyses of site data, CQI activities will identify 

HIV service-provision gaps and health system weaknesses.  The healthcare team, in 

collaboration with patients, will devise plans to quickly overcome these barriers.  

Ongoing mentorship with facility staff will be important for capacity building and 

transfer of knowledge and skills.  

 

¶ Fast track the development and implementation of a National QI plan, Regional QI 

plans, and site QI plans. 

¶ Strengthen the monitori ng and evaluation of facility, regional, and national 

performance of key indicators by integrating data into QI reporting and 

triangulating data analysis to better understand the root causes of barriers and 

facilitators to program quality.  

¶ Leverage existing indicators and establish custom indicators to monitor the progress 

of quality improvement processes and outcomes that demonstrate impact. 

¶ Intensify collaboration with MO HW, Regional Health Authorities (RHAs), and site-

level staff to clearly define roles and responsibilities within quality improvement 

plans to increase buy-in, accountability, performance, and sustainability. 

¶ Increase coaching and supervision of treatment site staff QI efforts to ensure quality 

management practices are incorporated at all levels of HIV treatment and care 

services, by building the capacity of QI coaches at parish, regional and national 

levels through webinars, QI ECHO and learning sessions. 

 

ii.   Lost-to -Follow -Up (n=4,119):  The number of patients lost to follow -up has been reduced from 

approximately 10,000 in September 2018 to approximately 4,100 in December 2019.  Recovery 

and ART (re-)initiation programs are ongoing.  A review of the profile for LTFU patients who 

were brought back to care and the reasons for attrition show that 55% of LTFU patients are 

female.  The majority of those who are LTFU are between the ages of 15 and 49 years.  Reviewing 

sample characteristics by region, the percentage of clients LTFU in the 50+ age group is highest 

in the North-East Regional Health Authority (NERHA) (30%).  Those LTFU in the 15-49 age 

groups ranged from 67% (NERHA) to 75% in the Western Regional Health Authority (WRHA).   

The most frequently reported reasons for defaulting were personal (Figure 19).  Patients shared 

that family obligations and work in terferred with attending clinic or picking -up medication.  
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0ÁÔÉÅÎÔÓ ÒÅÐÏÒÔÅÄ ÆÅÅÌÉÎÇ ×ÅÌÌ ÁÎÄ ÂÅÌÉÅÖÉÎÇ ÔÈÁÔ ÔÈÅÙ ÄÉÄÎȭÔ ÎÅÅÄ ÃÁÒÅȟ ÌÉËÅÌÙ Á ÌÅÇÁÃÙ ÏÆ ÐÒÅ-

Treat All messaging.  Insufficient money for transportation to the clinic was also an important 

barrier.  Patients reported concerns with clinic wait time, with spending too much time at clinic 

ranking as a top issue within the South Eastern Region.  Differences were noted by region and 

gender, which will be key for designing tailored interventions. 

 

 

 

 

 

 

 

 

 

Based on these data, the following interventions will be implemented:   

a. Address Barriers to retention:  Building on the tools and methods deployed during the RTC 

campaign, the program will strengthen the following:  

 

¶ Routinize clinic SOPs for reviewing and utilizing patient retention data to focus 

outreach efforts and implement needed course correction. 

¶ Implement and institutionalize extended clinic hours.  

¶ Strengthen patient education on adherence and routine care to reduce attrition, 

including via launch of U=U messaging. 

¶ Improve client centered services at all treatments sites. 

 

b. Expand Multi -Month Script ing and Dispensing (MMSD):  MMSD is a differentiated ART 

delivery method that can improve patient outcomes, result in cost savings, and increase 

patient retention.  Expansion will be possible via: 

 

¶ Implementation of differentiated service delivery models, including six -month scripting 

and dispensing, to decrease the patient burden at facilities, minimize patient wait times, 

and improve ARV coverage. 

¶ Providing six months of ART and six-month clinical consultations to all stable ART 

patients, including fast t racking for ART refills.  

Figure 19:  Reasons Patients Became Lost to Follow Up 
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¶ Immediately investigating late or missed pickups by individuals receiving a MM supply. 

¶ Immediately investigating late patients who have missed appointments, defaulted, and 

become LTFU. 

iii.  Linked but Not on ART (n=365) :  Over 95% of the patients who are retained in care are on 

ART.  A small proportion of patients are in care but are not on ART.  Fifty-five percent (n=181) 

of the 365 are males and 45 percent (n=147) are females.   While it is understood that some 

patients may have medical reasons preventing ART initiation, the following priority 

interventions will be implemented to address this sub-population eligible for ART and ensure 

their timely enrollment and retention on treatment:  

a. Docket Review and Update:   Regional multidisciplinary teams, or QI teams, will be tasked 

to prioritize review of dockets and records for this group.   

b. Rapid ART Initiation:   The teams will identify patients who should be initiated on ART 

and enroll them immediately.  

c. Mental health and substance abuse services:   Within this group of patients are patients  

with health conditions that require delaying ART initiation (e.g. mental health and 

substance abuse).  Upon patient identification, individual treatment plans will be developed 

and implemented.  

d. Treatment Literacy:   U=U messaging will be employed to convey the importance 

of treatment, adherence, and viral suppression.  

Outcomes and Impact  

With the implementation of the above -mentioned interventions with fidelity, it is anticipated that 

at least 25% of the estimated 13,038 patients who are diagnosed and not on ART will be re-initiated 

on ART by end of FY21.  Implementation of the above strategies will also achieve the following: 

¶ 95% linkage to ART for all people with new HIV diagnoses as a standard of care. 

¶ Resolve 100% of diagnosed never linked (N=8,554) by June 2021. 

¶ Close the treatment gap for those in care but not on ART (N=328) by October 2020. 

 

Understanding the Target Population and the Gaps:  The Unsuppressed  

It is estimated that only 65% of ART patients are virally suppressed.  Thus, there is a gap of 35 

percent of PLHIV who are unsuppressed or with unknown viral loads.   

Examining the data for those unsuppressed across age bands, there is a correlation between age 

and viral suppression.  Higher proportions of older patients (>15 years) are more likely to be 

suppressed. There is a slight improvement in the proportion within the 15-19 age group; however 

for groups 20 and older, those suppressed far outnumber those unsuppressed.  
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Of those unsuppressed, the proportion declines as the age bands increase from early adulthood 

onward.  However, this must be analyzed within the context that an increase in population size also 

occurs simultaneously for the older age groups.  Comparing differences between the sexes, in older 

age bands, there a slightly higher proportion of males unsuppressed compared with their female 

counterparts in the 35-39, 45-49, and 50+ age bands.   

In designing strategies for the unsuppressed population, the contextual factors within each age 

band should be noted.  For example, the barriers to suppression for an adolescent may differ from 

those of an adult given general differences in resources, work/family obligations, etc.  In addition, 

policy shifts are needed to provide an enabling environment that offers client-centered services and 

facilitates treatment adherence.  Ensuring patients can benefit from multi-month dispensing will 

reduce the financial and economic costs of frequent ART pick-up, a reported barrier for remaining 

in care.  The transition to TLD for new PLHIV, men, and women with informed consent will be 

significant in supporting adherence and viral suppression. 

The strategies and interventions presented below are designed to address the gaps and needs that 

are specific to each of the distinct groups of patients on ART, namely:  those on ART >6 months 

and suppressed; those on ART >6 months and unsuppressed; those on ART <6 months; and those 

on ART >6 months with no recent viral load test result.   

Tailored Strategies and Approaches by Sub -Population  

i. Patients Newly Initiated or Re -initiated on ART :  HIV surveillance report 2017 showed that 

of the ~1,200 newly diagnosed cases, 48% were females and 52% were males.  For both females 

and males, the highest newly diagnosed/reported cases occurred among the 20-29 year olds, 

with 149 and 160 cases, respectively.  The number of new cases among females <40 was 335 

(59%), and among females 40 years and older, was 236 (41%).  Among males <40, there were 

335 cases (54%), and for men 40 years and older, there were 286 cases (46%). 

 

These data emphasize the need to tailor interventions to address the populations at highest risk 

and who are likely to be enrolled on ART, such as the targeted U=U campaign, as well as 

differentiated models of care that meet the needs of younger people, especially 20-29 year olds.  

 
New Interventions:  

Transition to TLD :  In FY 21, all patients newly initiated on or re-initiated on ART will be 

offered TLD as the first line regimÅÎ ÁÓ ÒÅÃÏÍÍÅÎÄÅÄ ÂÙ 7(/ȭÓ $ÅÃÅÍÂÅÒ άΪΫβ ÇÕÉÄÅÌÉÎÅÓȟ 

including the informed choice option for women child -bearing age.  Based on estimated new 

diagnoses in FY 21 and results of the return to care campaigns, it is anticipated that 

approximately 3,000 patients will be transitioned to TLD.  

Implementation of U=U ("Undetectable = Untransmittable"):   As outlined in the previous 

section, U=U will help to improve the health outcomes and self-esteem of individuals; reduce 

the stigma associated with HIV; and help control the HIV epidemic.   
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ii. Patients on ART for More Than Six Months  

 

a. On Treatment and Virally Suppressed (n=9,283) :  Viral suppression rates vary by facility 

from 69 - 90% amongst those tested at PEPFAR supported facilities; with half of the facilities 

with viral suppression rates of 80% or lower (PEPFAR FY19, MER results). These data 

highlight the immediate need to address these unusually low viral suppression rates in all 

regions, especially in SRHA where urgent intervention is needed to understand and resolve 

this critical issue.  Current information from the RTC indicates that adherence may be a 

major factor in low suppression rates.  For both males and females, suppression rates are 

very low (П 50%) and similar among patients aged 29 years and below.  Among patients 

aged 35 years and older, females consistently achieve better suppression rates than males in 

the same age categories.  These data signal the importance of reaching men with the 

appropriate messaging and services to ensure they access and adhere to treatment in order 

to achieve viral suppression.  

 

New Interventions:  

Transition to TLD:   The Ministry of Health and Wellness (MOHW) has started enrolling 

all newly diagnosed, those returning from lost to follow up and other eligible patient 

categories, on TLD, including child bearing aged women, with informed choice option. As 

of September 2019, there are 9,283 patients, who were on ART for over six months and are 

virally suppressed.  In a second phase, this population will be considered for transitioned to 

TLD in a phased approach, according to the MOHW forecasting, quantification, and 

procurement plan.  

 

Six-month multi -month dispensing :  The MOHW has issued  guidance to empower all 

HIV treating physicians to prescribe and request six month dispensing for patients who 

have been adherent and stable for over 12 months, and by the end of FY21, more than 3,000 

patients will be on six-month prescription/dispensing.   Quality Improvement activities will 

ensure close follow-up of pharmacy pick-up times with reminders for patients and 

pharmacy pre-packaging to reduce time.  To increase efficiency, private pharmacy networks 

will be engaged to increase access to medication pick-up points.  This will address the long 

wait time to pick up medication that has been identified as a common challenge by patients 

nationally.  Additionally, the MO HW is exploring the procurement and use of prescription 

bottles designed to hold up to six months medication rather than those with only one-

month supply capacity. 

 

The rapid pathway (RP) model:  This intervention will provide expedited outpatient care 

for clinically stable patients (Figure 20).  The MOHW will provide guidance to all treatment 

facilities on implementation of this strategy in FY21.  This is important given the findings 

from the recent patients return to care campaign survey, which highlighted long wait time 

at clinics as a barrier to retention on ART and cause of defaulting clinic attendance.  This is 
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Figure 20:  Differentiated Service Delivery for Suppressed v. Unsuppressed Patients 
 

especially important in the SERHA and WRHA, which when combined serve over 65% of 

those on ART.  By end of FY21, at least 50% of all patients on ART for >six months and 

suppressed (~3,600) will be receiving these fast-tracked services.  Quality Improvement 

activities through rapid iterative testing will ensure effective implementation and review by 

patients and staff.  

 

  
 

 

b.   Patients on Treatment, Unknown Suppression or Unsuppressed (n=4,699)  

 

b.1. On ART > 6 months and virally unsuppressed : Similar to the overall population on 

ART, the proportion of females vs. male is 55% (1,317) vs. 45% (1,102).   Men 35 years and 

older and females 25 years and older constitute the vast majority of this sub-population.  

As such, there is a need for focused and targeted interventions for this group 

 

New Interventions:  

 

Differentiated care model for unsuppressed patients with particular focus  on 

high viral load patients (VL >100,000 copies/ml) :  Since September 2019, all virally 

unsuppressed patients and those with high viral loads have been assigned to regional 

multidisciplinary teams for case review.  These teams are integrated with existing site 

multi -disciplinary teams reviewing and formulating individualized enhanced adherence 

plans with assistance from clinical mentors.  The teams will continue to develop plans 

ÔÏ ÉÍÐÌÅÍÅÎÔ ȰÈÉÇÈ ÖÉÒÅÍÉÁ ÃÌÉÎÉÃÓȱ ×ÉÔÈ Á ÐÁÃËÁÇÅ ÏÆ ÓÅÒÖÉÃÅÓȟ ÉÎÃÌÕÄÉÎÇ ÐÅÅÒ support, 

guided by the findings of the reviews and informed by other programmatic and survey 

data.   




